DOCUMENT RESUME 



ED 420 463 



RC 021 545 



TITLE 

INSTITUTION 
PUB DATE 
NOTE 
PUB TYPE 
EDRS PRICE 
DESCRIPTORS 



IDENTIFIERS 



Rural Indiana Profile: Alcohol, Tobacco & Other Drugs. 
Drug Strategies, Washington, DC. 

1998-00-00 
4 5p . 

Reports - Research (143) 

MF01/PC02 Plus Postage. 

Alcohol Abuse; *Crime; Drug Rehabilitation; *Drug Use; 
Health Services; ^Prevention; Programs; Public Health; 
* Rural Areas; *Rural Youth; Smoking; State Surveys; 
Statewide Planning; ^Substance Abuse 
* Indiana 



ABSTRACT 



This report examines alcohol, tobacco, and other drug use in 
rural parts of Indiana, as well as public and private initiatives to reduce 
these problems. The report is based on epidemiological, health, and criminal 
justice indicators; focus groups; and in-depth interviews with local 
officials, researchers, service providers, and civic leaders. Chapters 1-2 
outline key findings, provide a profile of rural Indiana, and characterize 
state and local agencies and state priorities. Chapter 3 reports on substance 
abuse in rural Indiana: use of tobacco, alcohol, illicit drugs, prescription 
drugs, and over-the-counter drugs; availability of drugs; perceptions and 
attitudes; and prevention needs and services. Chapter 4 discusses crime: drug 
offenders, use among arrestees, drinking and driving, drug seizures, tobacco 
sales to minors, treatment for criminals, and drug courts. Chapter 5 reports 
cr_ the impact, on health: deaths; newborns; HIV/AIDS; and treatment services, 
needs, and utilization. Chapter 6 lists costs of substance abuse related to 
tobacco, newborn care, alcohol-related crashes, HIV/AIDS, welfare, foster 
care, treatment and prevention, and prisons. Rural issues, local leadership, 
youth prevention, treatment, criminal justice, and tobacco control are 
discussed in the final chapter on looking to the future. Separate sections 
within some chapters profile specific prevention, criminal justice, treatment 
programs, and collaborative ventures. Key findings focus on high rates of 
substance use among rural youth; needs for alcohol and drug treatment in 
prisons; lack of information on the effectiveness of classroom prevention and 
other programs; rural transportation obstacles to treatment; the 
ineffectiveness of local coordinating councils; and inconsistent reporting 
practices. Contains 73 references. An appendix lists Indiana resources, 
publicly- funded managed care providers for addiction treatment, county risk 
factors and programs, and local coordinating councils by county. (SAS) 
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I. Introduction 



This report is designed to inform the people of Indiana about the dimensions of the problems caused by alcohol, tobacco and 
other drugs in rural areas of the state, and about public and private initiatives to reduce these problems. The intent is not to 
evaluate state and local efforts, but to highlight positive developments, identify areas to be strengthened, and facilitate 
effective strategies. The Rural Indiana Profile describes the use and abuse of alcohol, tobacco and other drugs; the extent of 
alcohol and other drug-related crime; the impact of substance abuse on health and health policy; and the costs of substance 
abuse. The Profile provides policy recommendations, and lists resources for addressing substance abuse problems. 

The Rural Indiana Profile is one in a series of state profiles prepared by Drug Strategies, a nonprofit policy 
research institute in Washington, D.C. dedicated to promoting more effective approaches to the nation’s 
drug problems. Drug Strategies has also produced profiles of California, Massachusetts, Ohio, Arizona 
and South Carolina (in press). The Rural Indiana Profile is the first in this series to focus exclusively on rural 
communities. This project was initiated in 1997 by Congressman Lee Hamilton of Indiana’s 9th District, who was 
concerned about finding local solutions to the specific substance abuse problems faced by his constituents. The 
project is supported by a grant from STAR Alliance for Drug-Free Youth, which was funded by the Lilly Endowment 
and the Governor's Commission for a Drug-Free Indiana. 
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In preparing this report, Drug Strategies worked with the Indiana State Departments of Health, Education, Revenue, and 
Correction; Family and Social Services Administration, Division of Mental Health; Governor’s Commission for a Drug-Free 
Indiana and Governor’s Council on Impaired and Dangerous Driving; Indiana University Institute for Drug Abuse 
Prevention; Indiana Criminal Justice Institute; Smokefree Indiana; and Indiana State Police. We also consulted with experts 
in prevention, education, treatment, law enforcement and criminal justice across the state and in rural communities. A 
distinguished Advisory Panel guided the project. 

Drug Strategies and STAR Alliance for Drug-Free Youth conducted seven Rural Focus Groups, composed of 15 
teenagers and 60 adults, including experts in criminal justice, health, prevention and education. In addition, 
interviews with Federal and state program officials, representatives from treatment and prevention programs, and 
community leaders helped provide a comprehensive picture of public and private initiatives. While we are grateful 
for the insight and wisdom of contributors to the report, Drug Strategies takes sole responsibility for its contents. 
This report highlights state and local programs in prevention, treatment and criminal justice in rural Indiana. 
However, few have been rigorously evaluated, and their realistic value in rural communities is not known. There is 
an urgent need to evaluate these and other programs before they are replicated throughout rural Indiana. 
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Drug Strategies will distribute this profile broadly in Indiana to legislators, researchers, educators, 
business leaders, private organizations, government agencies, community groups and the media. 
We hope that it will increase public understanding of substance abuse problems in rural parts of 
Indiana and generate political and financial support for more effective policies and programs. 



A R^rai Profile. For this project, county categorization was based on 
population density; counties with 1 60 or fewer people per square mile were 
considered “rural." The 71 individual counties vary in proximity to urban areas and 
range in population from Union County with 7,345 residents in 1996 to Kosciusko 
County with 69,932. The counties represent the diverse substance abuse trends, 
needs and resources found throughout rural Indiana. Some key data were not 
available on a county-by-county basis; in these instances this report provides 
statewide data, or uses findings from specific rural counties when available. 
Combining and contrasting county data with the responses from a series of seven 
Rural Focus Groups, this report presents a comprehensive assessment of 
substance abuse challenges and solutions in rural Indiana. 

Some counties are “more rural” than others. That is, some rural counties are 
composed entirely of small, remote towns and farmland, while others 
include larger communities or suburban areas. Evaluating the exact 
needs and responses of each county is beyond the scope of this report. 
Where possible, v;c have included county specie data In t h e +OYt ; 
substance abuse data for each county are also presented at the end of 
the report. The local figures underscore the fact that each county 
faces different substance use problems, which require resources 
and efforts that meet local needs. Using this report as a guide, 
local leaders and program developers can examine data for their 
own communities, plan responses and evaluate local solutions. 




I I Nnnniral Cnumies 

I I Rural Counties 



FflUTldliingS. Indiana has many statewide initiatives to address alcohol, tobacco and other drug use. However, 
trends and challenges in rural Indiana are often distinct from those in other parts of the state. Key findings include: 

• Among youth, rates of use for alcohol, tobacco and most other drugs are higher in rural Indiana than elsewhere 
in the state and the nation. 

• 61 percent of Indiana prisoners need alcohol or other drug treatment; nearly half of state prisoners needing 
treatment receive it compared to 18 percent of prisoners needing treatment nationwide. 

• Almost no information exists on the effectiveness of classroom prevention programs, treatment for rural 
residents, or prison-based treatment programs. 

• Rural residents have difficulty accessing substance abuse treatment. Transportation is the primary obstacle. 

• Despite their potential to foster leadership and implement the shared goals of state agencies, Local 
Coordinating Councils have created few systematic changes, and lack visibility and accountability. 

• Inconsistent reporting practices make it impossible to identify where alcohol and other drug-related crimes are 
most concentrated within rural Indiana. 



II. Rural Indiana Profile 



This report describes patterns of alcohol, tobacco and other drug use in rural Indiana, and their impact on economic 
and social trends. Indiana’s geography, population, and agency structure are essential to understanding how substance 
abuse affects the people of rural Indiana, and how rural communities can cope with these challenges. 

f RursI Indiana. Thirty-five percent of Indiana’s 5.8 million residents live in rural areas. Rural Hoosiers 
have a strong history of self-determination, with an emphasis on local governance. Indiana remains a largely 
agricultural state; farms account for 68 percent of the land. However, since World War II, the state has seen 
considerable growth in business and industry; several major corporations are located in rural Indiana, including 
Hillenbrand Industries, Arvin Industries, Kimball International, Inc. and Cummins Engine Company. These corporations 
are often the employment alternatives for rural residents who do not farm, and provide employee assistance programs 
and other health benefits not available to farm workers or small business employees. In rural Indiana, large 
corporations employ a significant portion of the local population. For instance, in Bartholomew County, two corporations 
employ 54 percent of the residents. 

On average, rural residents are within a 45 minute drive of a mid-sized city in Indiana 
or a neighboring state. However, public transportation does not reach most areas, 
leaving them isolated from centrally located health care providers which often serve 
multiple counties. Rural counties have diverse needs which may not be met through 
simple replication of strategies designed for urban substance abuse problems. 

State and Local Agencies. The Governor’s Commission for a Drug-Free Indiana 
advises the Governor and General Assembly on legislative strategies related to alcohol, tobacco and 
other drug problems. The Commission mobilizes communities through Local Coordinating Councils 
(LCCs) and coordinates statewide efforts involving various state agencies. LCCs are independent, 
local coalitions composed primarily of volunteers. The Indiana Criminal Justice Institute conducts 
research and evaluations; and coordinates violent crime projects, victim compensation, Federal 
funding distribution, and the Byrne law enforcement grant program. 

Substance abuse problems in rural Indiana are addressed through various statewide and county-level initiatives. The 
Family and Social Services Administration (FSSA) supports a wide range of collaborative and community-based 
initiatives which impact substance abuse. FSSA’s Division of Mental Health (DMH) administers funding for alcohol, 
tobacco and other drug treatment and prevention services. DMH certifies substance abuse treatment providers, and 
administers statewide technical assistance funds provided by the Governor’s Commission to LCCs. DMH also funds 
technical assistance to prevention professionals and research in alcohol, tobacco and other drug use, including efforts by 
the Institute for Drug Abuse Prevention, the Indiana Prevention Resource Center (IPRC) and the Indiana University 
School of Medicine. IPRC provides technical assistance to prevention programs throughout Indiana, including more than 
2,000 organizations and individuals in 1997. IPRC also conducts statewide surveys and program evaluations under 
contract with the Division of Mental Health. The State of Indiana Department of Education distributes the majority of 
Indiana’s Safe and Drug-Free Schools and Communities funds. 
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Several public agencies in Indiana have divisions specializing in rural issues. These include the Indiana Departments of 
Agriculture, Health, Environmental Management and Commerce. In addition, approximately 250 associations, private 
entities and universities devote significant resources to enhancing rural Indiana’s agriculture, public safety, education, 
health and economy. Examples include the Indiana Association of Regional Councils, the Indiana Rural Development 
Council, Purdue University’s Cooperative Extension Service and the Indiana Prevention Resource Center. The Indiana 
Rural Health Association was also established in 1998. While none of these groups is exclusively concerned with rural 
substance abuse, all have implemented programs in rural counties. 

State Priorities. The Governor’s Commission for a Drug-Free Indiana is committed to 
increasing adult involvement in youth prevention and treatment strategies, and improving 
communication and collaboration between government, private agencies and consumers, 
particularly at the local level. Local Coordinating Councils reflect an emphasis on community input 
and autonomy in program planning. 

DMH devotes considerable resources to developing guidelines for local treatment, 
training prevention providers, and facilitating local solutions based on research and 
evaluation. Treatment and prevention services are data-driven, influenced by input 
from DMH’s Advisory Council. DMH's Office of Public Policy includes a Bureau for 
Persons with Chemical Addictions and an advisory committee devoted to substance 
abuse treatment and related services for this population. DMH also has a newly 
developed Bureau for Prevention, focussing on substance abuse prevention and 
mental health promotion. Through the Cooperative Extension Service 4-H Youth 
Development Program, Purdue University has formed partnerships with juvenile 
court judges in 40 counties to develop local collaborations which focus on education 
and prevention. Substance abuse is a recurring problem among the youth and 
families they serve through comprehensive youth development programs. 
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III. Substance Abuse in Rural Indiana 



« in rural Indiana, patterns of alcohol, tobacco and other drug use are distinct. Compared to 
youth elsewhere, rates of use for most substances are consistently higher among youth in 
rural Indiana. Adult rates of substance use are at or below national rates; however, 
smoking by women is rising steadily. Many prevention efforts in rural Indiana are thwarted by 
inconsistent messages about the risks of alcohol, tobacco and other drug use. This chapter 
describes data on substance use combined for the 71 rural Indiana counties included in this study 
(out of 92 counties in the state); rates of use were not available on a county-by-county basis. 
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Tobacco. Cigarette smoking is becoming more widespread and socially accepted among youth in rural 
Indiana, as it is among youth nationwide. From 1993 to 1997, the teenage smoking rate in rural Indiana (all 
ages combined) increased by 20 percent. Teenagers who participated in Rural Focus Groups noted that 
“everyone smokes” but they did not identify smoking as a substance abuse problem. 

Although tobacco use is rising among youth nationwide, a greater percentage of rural Indiana 
youth are smokers than youth in the rest of the state and the nation. In 1997, 30 percent of 6th 
graders in rural Indiana said they had tried cigarettes, and 10 percent said they were current 
smokers (in the past month). Use rises steadily as children get older; by 10th grade, 40 percent 
are current smokers, compared to 35 percent of 10th graders in nonrural Indiana, and 30 percent 
across the country. 

Smoking among youth is a risk factor for use of alcohol and other drugs. A 1993 study in the Journal of School Health 
reported that youth who smoked daily were three times more likely to drink alcohol and up to 30 times more likely to use 
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Smoking More Widespread Among Rural Youth 
% Smokinq in the Past Month * ' " 



Focus Groups said smoking is starting at younger 
ages than in the past, but survey data do not bear 
this out. In 1997, teenagers in rural Indiana started 
smoking at an average age of 12.7 years, 
compared to 1 1 .9 years in 1 993. 

Rural Indiana youth use smokeless 
tobacco at twice the rate reported by 
nonrural youth. In 1997, 22 percent of 
rural 8th graders had tried smokeless 
tobacco and 10 percent were regular 
users. By comparison, among nonrural 
8th graders, about 12 percent had tried 
smokeless tobacco, and 5 percent were 
regular users — figures which are 
consistent with national averages. 

While there is no information on adult smoking in rural Indiana, in 1996, 29 percent of adults statewide reported that they 
were smokers. Between 1991 and 1996, smoking increased 18 percent among adult women in Indiana. Adults aged 25 to 
44 have the highest smoking rate in the state (36 percent). Those aged 18 to 24 have the next highest rate (32 percent), 
reflecting a 69 percent increase between 1991 and 1995. These figures match national trends. Rural Focus Groups said 
tobacco is part of small town culture, and permissive attitudes and adult smoking set “bad” examples for youth. 




A TOD Use by Indiana Children and Adolescents, 199 7 
Monitoring the Future Study, 1997 
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Cigarette taxes deter smoking among youth. For every 100 of additional tax, youth smoking rates are predicted to 
decline 7 percent. Since 1987, cigarette sales in Indiana have been taxed at 15.50 per pack. This rate, although a 48 
percent increase over the previous rate, is less than half the national average of 33.80 per pack. In 1995, Indiana 
collected $106 million in cigarette excise taxes. Details about cigarette sales are not available at the county level. 

Alcohol - Rural Focus Groups said alcohol is the largest substance abuse problem in rural communities, and 
noted widespread denial that alcohol is an addictive substance. Drinking by young teens is often a precursor to 
alcoholism in adult life, according to a 1998 National Institute on Alcohol Abuse and Alcoholism report. However, the 
age at which Indiana youth begin to drink is rising. In 1997, rural and nonrural Indiana youth started drinking at an 
average age of 1 3 years, compared to 1 2 years in 
1993. 

The steepest rise in alcohol use comes 
between the 6th and 8th grades; in 1 997, 
rural 8th graders were nearly twice as likely 
as rural 6th graders to have tried alcohol 
(61 percent vs. 34 percent) and nearly 
three times as likely to have used it in the 
past month (31 percent vs. 12 percent). 

Teen binge drinking (consuming 5 or more 
drinks at a time) in Indiana is higher than 
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of 8th graders (rural and nonrural) said 
they were binge drinkers, compared to 15 
percent nationally. 

At all ages, rural Indiana youth have equivalent or higher rates of alcohol use than nonrural 
youth, and both groups’ rates are higher than national averages. For instance, in 1997, 46 
percent of rural Indiana 10th graders had used alcohol in the past month, compared to 44 
percent of 10th graders elsewhere in the state, and 40 percent of 10th graders nationwide. Rural 
Focus Groups noted that alcohol use among all teenagers is not restricted to "problem” students 
or particular social groups; alcohol use is common among all youth. 

Despite relatively high binge drinking rates among youth, a 1994 household survey in Indiana (the most recent 
available) found it was less common among adults in rural than nonrural Indiana (12 percent vs. 14.5 percent); both 
were lower than the national rate (17 percent). There is no obvious explanation for the different patterns among youth 
and adults; county level data could clarify adult and youth drinking patterns within counties. Adults aged 18 to 34 have 
the highest binge drinking rate (23 percent), particularly men aged 25 to 34 (34 percent). Men in rural Indiana are far 
more likely than women to be binge drinkers (20 percent vs. 7 percent). 

« Indiana's taxes on alcoholic beverages are highest for distilled spirits and wine with a 
high alcohol content ($2.68 per gallon). Other wine is taxed at 470 per gallon, while 
beer is taxed at 1 1 .50. All three tax rates are far below national averages. Beer is the 
most popular alcoholic beverage in Indiana. In FY 1997, Hoosiers purchased 1 18.6 million 
gallons of beer — more than 20 gallons for every state resident. There are no details on 
alcoholic beverage consumption in rural Indiana. 



Alcohol Use Rises Fastest Before 
High School 




6th Grade 8th Grade 10th Grade IZth Grade 

A TOD Use by Indiana Children and Adolescents , 199 7 
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Illicit Drugs. Illicit drugs are used less often among rural youth than are alcohol and tobacco. Even so, 
youthful rates of illicit drug use throughout Indiana are substantially higher than national figures, in 1997, about 20 
percent of 8th graders in Indiana (rural and nonrural alike) said they were current illicit drug users (in the past month). 
This compares to just 13 percent among 8th graders nationally. During adolescence, this gap narrows. By 12th grade, 
regular use reaches 27 percent, consistent with the national rate. 

Rural Focus Groups indicated that marijuana is far more popular among rural youth than any other 
illicit drug, and its popularity is rising. In 1 997, 23 percent of rural teenagers said they had used 
marijuana in the previous year, compared to 13 percent in 1993. The increase is similar to trends 
observed nationwide. Rural youth are less likely to have tried marijuana than their peers elsewhere in 
the state (26 percent vs. 29 percent). 

Unlike use of marijuana, use of other illicit drugs is slightly more common among rural Indiana 
youth than among other youth in the state; rural teens are more likely to have tried 
amphetamines, heroin, cocaine, crack, steroids and inhalants, in 1997, 22 percent of rural 
Indiana 12th graders had tried amphetamines, compared to 17 percent of 12th graders in 
nonrural Indiana. 

Adults in rural Indiana are less likely to have tried an illicit drug (34 percent) than nonrural adults (40 percent). However, 
both groups are equally likely to be current users (3 percent) — far less than the national rate (8 percent). The highest 
rate of current illicit drug use among rural adults was among those aged 18 to 24 (5 percent), particularly men (7 
percent). However, these rates are less than half the national averages (13 percent and 17 percent respectively). 
Among adults, marijuana is the most commonly used illicit 
drug, accounting for 93 percent of the illicit drug use by 
adults in rural Indiana. Marijuana also dominates adult illicit 
drug use in nonrural parts of the state (89 percent). 

Hallucinogens and cocaine are slightly more popular among 
adults in nonrural areas, but statewide, rates are less than 
half the national average. Use of methamphetamine and 

related synthetic drugs (such as methcathinone) is not specifically measured in any of Indiana’s 
statewide surveys. However, Rural Focus Groups indicated the growing popularity of these drugs, 
which are easy to manufacture in home labs with common household products. 
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pot within two friends. . .At our 
school, alcohol is more difficult to get 
than pot | which ) you can get 
anywhere at anytime.” 

/-/ / 1> h Sc fi oo l S rude / 1 1 
Southern Indiana 




Prescription and Over-the-Counter Drugs, statewide surveys which 
measure the prevalence of substance abuse in Indiana do not measure prescription or over-the- 
counter drug abuse. However, participants in Rural Focus Groups emphasized growing problems 
related to the unauthorized sale and abuse of over-the-counter medicines and prescription drugs in 
rural Indiana. Health experts reported that ephedrine, an ingredient in cold remedies, is one of the 
most popular. Ephedrine, a stimulant, is a key ingredient in methamphetamine and methcathinone. In 
1997, the city of Columbus passed a resolution which recognized the dangers of ephedrine, and 
requested that retailers voluntarily keep ephedrine products behind counters rather than on store 
shelves. Rural Focus Group participants believed that certain doctors over-prescribe painkillers, which 
end up on the black market. They also pointed out that diet pills and Ritalin are often abused by 
teenagers. Educators said steroids were a growing problem, although in 1 997, fewer than 3 percent of 
students aged 1 2 to 1 7 report having tried steroids. 
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"Parents teach kids how to drink at 



home and think they're teaching 
them how to be responsible — it's 
okay if you do it in my house, but it’s 
not okay if you get in the car and go.” 



D t . Ph i//is A m it •/< 

St lion/ Superintendent 
Scott County 



Availability. Underage adults and teens in Indiana have easy 
access to alcoholic beverages. In a 1994 survey, 40 percent of Indiana college 
students admitted having used a fake ID to obtain alcohol illegally. Fully 89 
percent said taverns and bars are the easiest place to purchase alcohol. 
Convenience stores were also said to provide easy access (86 percent), as 
were grocery stores and restaurants (74 percent). 

f in Rural Focus Groups, teens said alcohol is also easy to obtain at home. Yet, adults and 
youth noted that parents strongly prohibit drinking and driving. Participants said that in their 
efforts to prevent drunk driving by youth, parents often supply alcohol for teen “sleep-over 
parties”. Teenagers also said that marijuana is locally grown, which makes it widely available. 
According to the Indiana State Police, marijuana, crack cocaine and heroin prices in Indiana are 
consistent with street prices reported across the country, which have declined in recent years. 
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Rural 8th Graders See Less Harm in Smoking 
and Drinking 



Perceptions end Attitudes. When youth perceive less risk in using substances, their rates of use 
often increase. Compared to youth nationwide, Indiana youth see less risk in smoking and drinking but greater risk in 
marijuana use. In 1997, 38 percent of rural Indiana youth perceived “great risk” in smoking one or more packs of cigarettes 
per day, as did 41 percent of their nonrural peers; both were lower than 
the national figure of 54 percent. Rural youth (all ages combined) were 
about as likely as other youth in Indiana to see great risk in binge 
drinking (35 percent and 38 percent), once again lower than perceived 
risk among youth nationwide (45 percent). While rural youth were 
about as likely as nonrural youth to see great risk in regular marijuana 
use (66 percent vs. 62 percent), both groups saw more risk than youth 
nationwide (57 percent). 

Rural Focus Groups reported that poor communication 
in families and lack of community involvement are 
contributing factors. Parents often expect schools to 
solve local substance abuse problems, yet fail to 
reinforce prevention efforts at home. Teenagers said 
inconsistent messages are worse than none at all. 

Perceptions of peer approval are similar among rural and nonrural 
youth. In 1997, rural Indiana youth were about as likely as nonrural 
youth to say their friends would disapprove of binge drinking (51 
percent vs. 54 percent), smoking one or more packs of cigarettes a 
day (53 percent vs. 57 percent), or smoking marijuana occasionally 
(62 percent vs. 59 percent). The data confirm Rural Focus Group 
reports of permissive attitudes toward alcohol and tobacco use. 




Rural Indiana 



Nonural Indiana 



ATOD Use by Indiana Children and Adolescents, 1997 
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“In this county, when people talk 
about substance abuse, they are not 
talking about alcohol; they are talking 



about marijuana or cocaine.'’ 



Dick Rump 1 1 

Student Assistance Coordinator 
Jackson County 



Prevention Needs. Indiana’s 1997 Prevention Needs 
Assessment estimated the number of residents in each age group needing 
specific services. This included the number needing indicated and selective 
prevention strategies (infrequent users, early problem users, and experimental 

users) and the number needing universal prevention (those who had not yet tried alcohol, tobacco or other drugs). Of the 
416,600 youth aged 5 to 17 living in rural Indiana, most (80 percent) needed universal prevention programs. The others 
had already tried alcohol and other drugs, and needed more intensive, preventive interventions, or treatment services 
due to regular use of alcohol, tobacco or other drugs. The Prevention Needs Assessment also created Risk and 
Protective Factor indices which can be used for program planning and resource allocation by local leaders. Standardized 
index scores for each county are included in the data tables at the end of this report. 



Prevention Services. According to the Indiana Prevention Resource Center, there were 
954 extracurricular school and community prevention programs in rural Indiana in early 1998. On average, 
there are about 12 programs per county, ranging from one in Clinton County to 36 in Putnam County. 

Some counties may have other programs, which are not in the database. There is little information on the 
effectiveness of prevention programs in rural communities nationwide, or in rural Indiana in particular. 

Federal Safe and Drug-Free Schools and Communities funds distributed by the Indiana State 
Department of Education are used for classroom-based prevention curricula throughout rural 
Indiana. Of Indiana’s $9.3 million 1998 appropriation, 72 percent will go directly to school 
districts on a per capita basis; local school boards select classroom prevention curricula. 
During the 1997-98 school year, the department began requiring Indiana school corporations 
to identify the prevention curricula used. Anecdotal reports indicate that despite its poor 
performance in controlled outcome evaluations, Drug Abuse Resistance Education (D.A.R.E.) 
is still commonly used in schools throughout Indiana. 

The Division of Mental Health (DMH) supports after-school prevention programs. DMH uses $5 million from 
Indiana’s Substance Abuse Prevention/Treatment Block Grant and $500,000 from Indiana’s Safe and Drug- 
Free Schools and Communities Block Grant to fund after-school programs across the state. 

In FY 1998, DMH adopted new guidelines for distributing these funds to local programs, applying the principles of 
managed care to primary prevention. The programs supplement school-based K-12 prevention programs with after-school 
activities during the hours when youth are most likely to be unsupervised. Funds are reserved for youth living at no more 
than twice the poverty rate. Programs conform to a strict structure, serving youth aged 10 through 14; making at least 15 
separate contacts over a 6 week period (totaling at least 40 hours); and spending at least 25 percent of program time on 
focused substance abuse prevention activities. In 1998, more than 100 programs in rural counties were funded on a pro- 
rated, per capita basis, compared to just 2 programs prior to 1 996. The Indiana Prevention Resource Center will conduct a 
statewide program evaluation during 1998 and 1999. 
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IV. Crime 



Rural Indiana faces significant challenges from alcohol and other drug-related crime. Drug and alcohol abuse are 
widespread among all offenders: the majority of adult and juvenile prisoners need treatment for alcohol or other drug 
abuse. Treatment is provided to about half of the adult inmates who need it— far more than in most correctional systems. 



Drug Offenders. Indiana remains one of four states without a statewide reporting system for its 
247 law enforcement jurisdictions; reporting is purely voluntary. Due to inconsistent reporting practices, the 
arrest figures reported to the FBI’s Uniform Crime Reporting System underestimate adult and juvenile drug 
arrests in rural Indiana, and do not indicate where drug-related crime is most concentrated. For instance, in 
1993, 48 percent of Indiana jurisdictions reported 1 2 months of arrest data, while 42 percent submitted no 
data at all. The Indiana Youth Institute estimates that 49 percent of rural Indiana’s arrest data for 1995 was 
not reported. The arrest figures used in this report are those reported by local jurisdictions. However, they 
are not representative of rural Indiana, and the figures should be interpreted cautiously. 

Though declining slightly after 1 991 , the number of adult drug arrests in rural Indiana increased 73 
percent between 1993 and 1995, with 1,252 arrests 
reported. Juvenile drug arrests more than doubled from 74 in 
1993 to 173 in 1995. The increase reported in rural Indiana 
counties is smaller than in nonrural counties, where reported 
adult drug arrests doubled and juvenile drug arrests more 
than tripled between 1993 and 1995. 

The drug arrests reported in rural Indiana are concentrated in specific counties. In 
1995, 57 percent of the reported rural drug arrests took place in 1 1 counties 
(Dearborn, Dubois, Fayette, Henry, Jackson, Jennings, Knox, Kosciusko, 

Montgomery, Steuben and Wabash). Inconsistent reporting practices make it impossible to interpret these findings. In 
discussing drug arrests, Rural Focus Groups noted that it is easier to purchase illicit drugs in certain counties— a fact 
which attracts both drug users and sellers, and raises the number of potential drug arrests. Law enforcement may also 
be better equipped to identify and arrest drug offenders in certain counties. 

In January 1998, inmates with drug offenses accounted for one in five state prisoners — 3,547 
inmates. While the total number of prisoners increased 43 percent from 1991 to 1997, the 
number whose most serious offense was a drug offense rose 62 percent. 



“Kids are so mobile. . .it may be 
‘rural Indiana’ but in 25 minutes 
you can be in Indianapolis, or 
downtown Lafayette, or even 
across state lines. Kids can find 
drugs wherever they want them.” 

John Engle 
A ssista nr Principal 
Boone County 
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Substance Use Among Arrestees. Drug use is widespread among arrestees in Indiana, 
regardless of their offense. According to the national 1996 Drug Use Forecasting data, 74 percent of adult arrestees in 
Indianapolis tested positive for illegal drugs, compared to 67 percent nationwide. However, among juvenile arrestees in 
Indianapolis, 44 percent tested positive for illegal drugs, compared to 55 percent nationally. 

A 1 995 Division of Mental Health study concluded that rural jails receive significantly more 
alcohol dependent arrestees than do urban jails, and require more effective assessment and 
treatment strategies. Among arrestees from Bartholomew and Grant Counties (the two rural 
counties studied), 28 percent tested positive for marijuana, 7 percent for cocaine or crack, and 3 
percent for opiates. Rates were higher among arrestees in urban counties (38 percent, 40 
percent and 4 percent, respectively). Though not tested for alcohol, 63 percent of rural arrestees 
were diagnosed as alcohol dependent, compared to 48 percent in urban counties. 



Drinking and Driving. As with Indiana’s drug arrest data, arrest figures for driving under the influence 
(DUI) in Indiana should be interpreted cautiously. Rural Indiana’s DUI figures are not complete enough to indicate where 
problems are most concentrated. 

In 1995, rural Indiana counties reported more than 3,400 adult DUI arrests. Between 1993 and 1995, the 
number of adult DUI arrests reported in rural counties dropped 28 percent, compared to a decline of 8 
percent in nonrural counties. The reason for the decline is unclear. Rural Focus Groups suggested lack of 
enforcement as one reason that DUI arrests are not more common, noting that sheriff's deputies in small 
towns are reluctant to arrest residents they know personally. 

One in three rural Indiana 12th graders reports having driven a car after drinking alcohol. However, in 1995, rural 
jurisdictions reported just 37 juveniles DUI arrests. Experts on juvenile crime in Indiana suggest that liquor law violation 

“Today, parents get to the station and are more 
concerned about questioning the legality of my 
searching the cooler than their child having 
Budweiser while cruising with their buddies.” 

Captain Ken Campbell 
Boone County Sheriff' s Department 

Mothers Against Drunk Driving (MADD).The report found strengths in public awareness efforts, self- 
sufficiency programs and declining fatalities. But MADD called for improvements in the DUI tracking 
system, high visibility law enforcement, in-vehicle cameras, and more training to help officers detect 
signs of impairment due to alcohol and other drugs. MADD also recommended that the state reduce 
iis ieyai biooa aiconoi content (BAC) limit from .10 to .08; legislation to do so has failed twice in the 
Indiana state legislature. 



charges are filed instead of DUI charges in many juvenile cases. 

Since 1 996, it has been illegal to place juvenile DUI offenders in jail 
upon arrest. Most juvenile detention centers do not accept juveniles 
who have been drinking, so police must supervise them until their 
parents are located. As a result, officers may not enforce DUI laws with 
juveniles as much as they could. 

In 1996, Indiana earned a “B-” in a report card by 
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Drug Seizures. in 1 996, the 
Indiana Air National Guard and other 
enforcement agencies eradicated 99 
cultivated marijuana fields with a potential 
street value exceeding $82 million. Indiana’s 
Multijurisdictional Task Forces coordinate 
drug interdiction, law enforcement and drug 
arrest efforts. Criminal justice experts in 
Rural Focus Groups said more resources 
should go to these activities. In FY 1 997, the 
Task Force seized more than 29,743 grams 
of illicit drugs. Rural Indiana had 1 7 percent of 
the state’s total drug seizures, compared to 33 * 

percent of the methamphetamine, LSD and 
heroin seizures. In addition, the Indiana State 
Police seized an additional 1 .1 million grams of illicit 
drugs, 9,400 marijuana plants, and 34,800 doses of 
other narcotics. 



Rural Areas Have Large Portion of Methamphetamine, 
Heroin and LSD Seizures 




Indiana Criminal Justice Institute, 1997 



IS 



“Some of the town merchants claim that if 
they don’t sell the cigarettes then some of 
the kids steal them; they (merchants) 
would rather sell them than have to deal 
with the theft problem.” 

Debbie Smith 
Attorney 
Boone County 

Legislation, Indiana must monitor and reduce sale of tobacco products to minors or risk losing more than $12 
million in prevention and treatment funds. The noncompliance goal is 20 percent or less by the year 2000. 

f in the 1 997 inspection, teens were able to purchase tobacco products in 24 percent of tobacco 
outlets — a drop from the 1996 rate of 41 percent (which represented a much smaller sample of 
tobacco outlets). Compliance in rural Indiana was comparable to the state overall, with wide 
variation in rates. For instance, only 10 percent of tobacco outlets in Montgomery County were 
noncompliant, compared to 50 percent in Knox County and 70 percent in Lawrence County. Counties 
with higher noncompliance rates were often closer to urban areas. 



Tobacco Sales to Minors. The Indiana 
State Excise Police conduct random compliance inspections 
for illegal sales of tobacco using teens posing as potential 
buyers. Under the 1 992 Synar Amendment to the Federal 
Substance Abuse Prevention/Treatment Block Grant 



Treatment for Criminals. The need for treatment among Indiana offenders is substantial. The Indiana 
Department of Correction reports that about 80 percent of state prisoners have a significant history of alcohol or other drug 
use. The Division of Mental Health estimates that 61 percent of inmates are dependent on alcohol or other drugs — an 
estimated 1 5,200 inmates in 1996. Alcohol is the drug of choice for 86 percent of criminals needing treatment. However, 
alcohol dependence is more common in rural areas than urban (63 percent vs. 47 percent), whereas urban areas have a 
greater concentration of cocaine dependence (22 percent vs. 7 percent). It is not known what percentage of prisoners 

needing substance abuse treatment come from 
rural counties. In 1996, the Indiana Department of 
Correction provided substance abuse treatment 
services to about 7,500 state inmates and 
parolees — 49 percent of those needing treatment. 
This compares to 18 percent of those needing 
treatment in State and Federal prisons nationwide. 
In 1997, 697 Indiana inmates awaited admission to 
the substance abuse program during an average 
month — an 56 percent drop from the 1,574 waiting 
on average in 1994. 



Indiana’s Prisons Treat Nearly Half 
of Addicted Inmates 




Percent of Alcohol and Other Drug 
Addicted Inmates Who 
Receive Treatment ■ | 




Indiana Department of Correction, 1997 
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Indiana prisons offer substance abuse treatment consisting primarily of group and individual counseling, 
with family counseling and educational services also provided to some inmates. On average, 61 percent 
of treatment clients complete the prison-based programs. Despite the increased availability of prison- 
based treatment, there has been no evaluation of the long-term effectiveness of these programs. 
Nationally, intensive residential treatment in prison-based therapeutic communities has the best record 
of reducing criminal activity and substance abuse among incarcerated offenders. Indiana started its 
first residential therapeutic community (1 94 beds) at the Westville Correctional Facility in April 1 998. 
Upon completion of treatment and release from prison, parolees may be enrolled in the Hoosier Assurance Plan, a 
statewide managed care plan for publicly-funded, community-based behavioral health care. Under this plan, parolees 
can obtain alcohol and other drug treatment in their communities. The Indiana Department of Correction has substance 
abuse counselors in each parole district to provide assessment, referrals and some direct services. However, there is 
no information about how many parolees actually seek treatment or about their long-term outcomes. 

A large number of juvenile detainees use drugs, including alcohol (81 percent), marijuana (66 
percent) and other drugs (27 percent). Only half of the juvenile detention centers offer substance 
abuse treatment. Rural Focus Groups emphasized the need for more drug treatment for delinquents 
and adult offenders, particularly strategies which combine treatment with incarceration, probation 
and parole. There is no information on the number of Indiana probationers needing or receiving 
substance abuse treatment. 

The Indiana Department of Correction recently implemented intermediate sanctions in parole districts through a 
Federal grant. At present the program involves only the Indianapolis Parole District which has residential treatment, day 
treatment and electronic monitoring services available for parolees testing positive for illicit drugs. Expansion of these 
programs to otner regions ot the state is being considered. 



“We don’t have things to olTer kids until 
they’ve gotten in trouble, been arrested 
or have a record.” 

Cindy Hicks 

Partners for a Drug-Free 
White County 



Drug Courts. Drug courts place non-violent drug abusing offenders into intensive court-supervised 
treatment instead of prison. The first Indiana drug court opened in Gary (Lake County) in 1996. Non-violent, 
first-time offenders and repeat offenders who are addicted to 
illegal drugs are eligible to participate in the program. The 
program costs $520 for residents of Gary and $650 for others, 
compared to about $18,000 for a year in prison. Adult drug 
courts are now operating in Indianapolis, Crown Point, Fort 
Wayne, South Bend and Terre Haute. Lafayette plans to 
establish a drug courts in 1999. 

Lawrenceburg plans to open a juvenile drug court in June 1998, pending 
a grant award from the Federal Bureau of Justice Assistance. It will be Indiana’s first rural drug 
court and will serve Dearborn and Ohio Counties. The program will cost an estimated $3,000 
per person. The planning team hopes to serve 50 to 60 juveniles in the first year of operation. 
Drug courts are hard to establish in rural communities for several reasons. Often the only treatment providers in the 
community charge higher rates than the courts can afford; evening court hours may be required to make rural drug 
courts work; and there may not be enough cases in one locality to support an entire program. Multijurisdictional 
programs, such as the one planned for Dearborn and Ohio Counties, can overcome some of these barriers. 
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V. Impact on Health 



Alcohol, tobacco and other drugs threaten the well-being of individuals who use them as well as those who do not, 
adding substantially to health care costs. Substance abuse plays a significant role in chronic illness, fatal car crashes, 
newborn health problems and the spread of infectious diseases. Approximately 30,500 rural Indiana residents require 
publicly funded substance abuse treatment— primarily for alcohol abuse. Indiana’s new managed care system aims to 
improve treatment access and effectiveness, creating comprehensive services statewide. 

Deaths from Substance Abuse. Alcohol, tobacco and other drugs use 
contributes to the deaths of thousands of rural Indiana residents each year. Tobacco-related deaths 
comprise the largest portion; oral and lung cancer, heart disease and other smoking-related illnesses 
cause approximately 10,000 deaths annually in Indiana, including the deaths of an estimated 3,500 
rural residents. Although other factors also contribute to these diseases (such as exposure to coal 
mines), smoking is a primary cause in many of these deaths. 

In 1995, at least 273 people in rural Indiana died of alcohol-related diseases and another 155 people died of other 
drug-related causes, according to mortality figures gathered by the U.S. Centers for Disease Control and Prevention. 
Between 1991 and 1995, 519 people in rural Indiana died of such causes. The highest death count was in Dearborn 
County, which reported 27 deaths from alcohol and other drug use during the five year period. Conversely, Adams and 
Warren Counties reported no deaths caused by alcohol use; several rural counties reported no deaths caused by other 
drug use (Blackford, Crawford, Decatur, Dubois, Newton, Noble, Ohio, Pike, Rush, Spencer, Tipton and Warren). 

f These death figures are conservative estimates, since they only include deaths directly 

attributable to an alcohol or other drug use, such as cirrhosis of the liver. Alcohol and other drug 

USe Contributes to a nortion of Heaths attrihi iteH tn v/arinnc nther raneoe Kijt p^r^ntog^e* 

are unclear. These estimates are also severely limited by the fact that privacy considerations prevent 
many alcohol and other drug-related deaths from being recorded in public records. 

Highway accidents take the lives of hundreds of Indiana residents each year. In 1995, 312 people were killed in 
alcohol-related crashes, one-third of them in rural Indiana. Between 1992 and 1995, the number of alcohol-related 
highway crashes in rural Indiana remained constant, while the total of highway crashes rose each year. This is 
consistent with national trends. Among rural counties, Bartholomew, Henry and Kosciusko Counties each had more 
than 100 alcohol-related crashes in 1995, while Crawford, Ohio, Sullivan and Warren Counties each had fewer than 10. 
In Harrison County, 15 percent of the alcohol-related crashes involved a fatality — the highest percentage among rural 
counties. 

Alcohol-related crashes are more lethal in rural Indiana than elsewhere in the state. People 
involved in alcohol-related crashes in rural Indiana have the same likelihood as people 
elsewhere in the state of being injured (66 percent) but are twice as likely to be killed (3 
percent) as people in nonrural areas (1.6 percent). Inadequate emergency medical care in 
rural areas may be one explanation for the increased death rate. High speeds and poor 
lighting on rural roads may be other contributing factors. 
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D impact ODD MewtDOirrQS- Smoking by pregnant 
women has long been associated with low birth weight and 
respiratory problems in infants. Since 1 991 , there has been little 
change in smoking rates among pregnant women in Indiana; 19 
percent smoke at least five cigarettes per day, and 7 percent 
smoke at least one pack per day. Rates of smoking among 
pregnant women in rural Indiana are not available. However, 
Indiana ranks 28th in the nation for percentage of low birth 
weight babies (7.5 percent). 

In 1996, more than 27,300 pregnant women 
in rural Indiana needed alcohol and other 
drug prevention programs, according to the 
Prevention Needs Assessment conducted by 
the Institute for Drug Abuse Prevention. In its 
1997 report on alcohol and other drug use in 
pregnant women, the Division of Mental 
Health describes the results of both prenatal 
urine screening and newborn meconium 



Drug Use a More Common Cause of HIV in 
Rural Indiana 



% New HIV Cases Contracted 
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tests. In the three rural counties included in the study, 5.6 percent of newborns tested positive for 
illicit drugs, including 2.6 percent of newborns in Fulton County, 5.8 percent in Knox County and 6.8 



percent in Scon County. Thus, at ieast 6i uauies uum in iiiese iinee uuuniies ii i i 997 wcic 
to drugs in utero. 

Prenatal urine tests were positive for alcohol in less than 1 percent of pregnant women 
studied in rural Indiana. However, drinking throughout pregnancy is not captured by one-time 
tests, and is probably more prevalent than these figures suggest. 



aodl A 0 OS- Since 1981 , more than 4,758 people in Indiana have contracted HIV and 2,794 have died 
from AIDS; this includes 1 ,01 5 infections and 466 deaths in rural Indiana. Injection drug use in rural Indiana is a 
growing risk factor for contracting HIV. Rural counties accounted for 1 6 percent of the state’s new drug-related HIV and 
AIDS cases in 1997, up from just 8 percent in 1995. Of the 86 new HIV cases reported in rural Indiana in 1997, 21 
percent involved injection drug use, compared to 14 percent in non-rural parts of the state. 

Rural communities face unique challenges in the fight against HIV and AIDS. Early HIV testing is not 
common; many cases do not surface until the HIV has developed into AIDS. Treatment is also 
difficult in rural areas where persons with the disease may face social alienation and threats to 
confidentiality. Lack of transportation to treatment, a shortage of general physicians and immune 
disease specialists, and poor access to continuing educational for medical professionals are 
additional barriers to treating HIV and AIDS in rural Indiana. 




There are AIDS Community Action Groups in many Indiana counties. The Indiana Health Department’s rural health care 
training centers and nurse-managed centers also provide HIV/AIDS education and prevention. However, few receive 
Federal funding, since they lack on-site physicians or adequate facilities. Media campaigns can decrease HIV/AIDS stigma 
and strengthen awareness and prevention efforts. Methods for reducing isolation among rural health care providers also 
need to be explored. Experts on AIDS in rural America recommend use of conference calls, computer links and 
consultations via electronic bulletin boards. 

Treatment Services. Unlike in many states, the funds for public mental health and 
substance abuse prevention and treatment in Indiana are administered by a single state agency. 

Local community mental health centers provide alcohol and other drug treatment. This practice 
minimizes duplication in Indiana’s treatment delivery system and simplifies service provision for 
those with both mental health and substance abuse diagnoses. 

Publicly funded mental health and substance abuse treatment in Indiana is 
coordinated through the Hoosier Assurance Plan, a managed care system which 
began in 1994. Substance abuse treatment services joined the Hoosier Assurance 
Plan in 1996. Indiana’s Medicaid population continues to receive behavioral health 
care under a fee-for-service structure, but state authorities anticipate that Medicaid 
will eventually move to a managed behavioral health care system as well. Under 
the new structure, the Indiana Division of Mental Health (DMH) contracts with 27 
certified managed care providers for addiction services. Funds are allocated to 31 

ronir>np thrrti mhm it tho eta to 

Prior to the Hoosier Assurance Plan, most providers offered specialized treatment and comprehensive 
services were not uniformly available. The new plan requires each contractor to provide a full continuum 
of substance abuse treatment through its own facilities or through affiliations with subcontractors. The 
continuum of care includes individualized treatment planning; crisis intervention; case management; 
outpatient substance abuse treatment; acute stabilization (including detoxification); residential and day 
treatment; family support; and medication evaluation and monitoring. Publicly funded treatment is 
available to state residents whose income is no more than $3,478 per month (twice the poverty level for 
a family of four). DMH pays providers a flat rate for each client, based on the population size, poverty 
rates and needs assessment data in each region. DMH also has new assessment and utilization 
reporting systems and mechanisms to monitor service costs and outcomes. 

One goal of the Hoosier Assurance Plan is to increase competition; since all 
providers must offer the same treatment services, they ultimately compete for the 
same clients. DMH believes that this “client friendly” structure offers more choice and 
better quality than the previous fee-for-service structure. Some providers have 
expanded services to meet the state requirements, while others have joined together 
to form groups which offer the required range of services. In less populated areas, 
providers prefer these alliances, since the client base may not be large enough to 
support multiple providers offering the same services. However, DMH has at least 
two providers in each region to allow for consumer choice. 
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Treatment Needs and Utilization, dmh estimates that about 464, ooo adults and 65, ooo 
youth statewide need substance abuse treatment; this includes 30,500 people from rural Indiana who are eligible for 
publicly funded services based on their income. Rural areas have approximately the same treatment needs per capita as 
urban areas. In rural Indiana, treatment needs are greatest in Henry, Wabash, Miami, Cass, Putnam, Knox and Steuben 
Counties, where at least 60 people in 10,000 require publicly-funded substance abuse treatment. About one in eight rural 
residents needing publicly funded treatment will seek it in a given year (some 3,870 overall). Alcohol abuse is a primary 
problem for nearly all of those needing treatment, and about 40 percent also abuse other drugs. 

Indiana residents rely heavily on publicly funded treatment services. In FY 1996, 19,837 people 
received publicly funded substance abuse treatment in Indiana. According to the National Uniform 
Facility Data Set (which describes a one-day census of substance abuse treatment clients in 
public and private facilities), in 1996, privately funded providers served about 18 percent of those in 
treatment in Indiana, compared to 13 percent of clients nationally. 

The new managed care structure has moved more treatment funds to rural communities 
than in previous years. However, Rural Focus Groups noted several obstacles to treatment 
access in rural areas. These include lack of insurance to pay for treatment, lack of 
transportation to treatment, and reluctance among rural residents to seek help. In addition, 
they noted that there were not enough 

“People around here smoke from the time 

treatment providers in their communities. , . , , , 

they re old enough to light a match 

DMH has an Advisory Council to represent the interests of persons with without setting the house on tire.'’ 

onrl Athor illicit rJri in orJrJtr'tirvrn* In 1QQA thn Pai innil nntCkH fiwct 



areas of concern regarding substance abuse treatment statewide: 
inadequate interfaces with the criminal justice system; compulsive 
gambling disorders; patients with both substance abuse and mental health 
diagnoses; lack of availability of methadone treatment; and maintaining 
residential services in a managed care environment. In responding to 
these concerns, DMH will need to ensure the efficacy of solutions in rural 
communities. 



Dr Mike Bonacum 
Atta i ding Physician 
Harrison County Hospital 
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VT. Costs of Substance Abuse 



f Costs related to substance abuse in rural Indiana exceed an estimated $826 million annually. Costs include 

expenditures for public and privately funded health care and substance abuse treatment, prevention programs, 
incarceration, alcohol-related traffic crashes and foster care for the children of addicts. The figures often do not 
include indirect costs, such as reduced productivity, lost wages and property losses from drug-related crime. 

Tobacco. Twenty-nine percent of the 1 .5 million adults in rural Indiana smoke 
cigarettes. The state spends at least $700 million annually on direct medical costs related to 
smoking, according to the U.S. Centers for Disease Control and Prevention. The direct and 
indirect costs are estimated to exceed $1 .4 billion per year statewide, and $490 million per 
year in rural Indiana. In February 1997, Indiana became the 22nd state to sue tobacco 
companies to reclaim public medical expenditures for tobacco-related illnesses. 

MewbOirrD BVDcedlical Care. Of the approximately 28,000 births in rural Indiana each year, 5.6 
percent are exposed to alcohol and other drugs in utero (about 1 ,570 babies). Potential medical expenditures 
in the first year of life alone may exceed $50,000 per infant, or about $78 million. 

AicCPbofi-reOateoS Crashes. According to the Governor’s Council on Impaired and 
Dangerous Driving, alcohol-related highway crashes in rural Indiana in 1995 cost private citizens, 
insurance companies and the state nearly $144 million. The costs included losses from fatalities ($92 
million) and injuries ($52 million), but not the cost of property damage from these crashes. 

HBW SlDTltii A0EBS. Each HIV case costs about $5,150 per year; costs for rural Indiana’s drug-related HIV cases 
are estimated to be $592,250 annually. Actual HIV costs will exceed these figures, since they also include the cost of 
protease inhibitor medications (estimated at $15,000 per case annually), and indirect costs such as lost wages, 
reduced productivity and reduced quality of life. The lifetime health care costs for drug-related AIDS cases diagnosed in 
1996 in rural Indiana are estimated at $1.8 million, while the cumulative cost for all drug-related AIDS cases in rural 
Indiana since the disease appeared in rural Indiana is estimated to be $21 .7 million. 

WeQffair©. An estimated 34,000 rural Indiana residents are welfare recipients. Based on 
national averages, about 25 percent of these rural welfare recipients (8.500) need alcohol and other 
drug abuse treatment. With an average monthly benefit of $90.54 per case, the welfare costs for 
these individuals are about $9.2 million annually. 

Foster Csiire. During 1997, about 3,700 children were in foster care in Indiana in a given month. At an annual 
maintenance cost of about $10,200 per child, Indiana spends $37.7 million each year on foster care (not including 
other out-of-home placements). The percent of these cases which involve alcohol or other drug use is not known, but 
substance abuse is a factor in 78 percent of foster care cases nationwide. Estimated foster care costs for these cases 
in rural Indiana are $10.3 million a year. Children in need of social services in Indiana far outnumber those in foster 
care, but the proportion of cases involving alcohol and other drug abuse is not known. 





Treatment and Prevention, in fy 1 998, Indiana will 
receive Federal and state funding for substance abuse prevention and 
treatment services totaling $43.4 million. Approximately 8 percent of alcohol 
excise tax revenues in Indiana support prevention and treatment efforts. In 
FY 1998, about $2.9 million in alcohol excise tax and court remissions 
revenues are earmarked from the Addictions Fund to help support publicly 
funded alcohol and other drug abuse treatment programs. In addition, 100 
from every river boat casino admission goes to substance abuse and 
gambling prevention and treatment programs. In FY 1998, DMH received 
$1 .2 million from river boat casino taxes. 



“The substance abuse problem is not a 
youth problem, or an adult problem, or a 
school problem; it's a community 
problem. Families need to take 
responsibility.” 

Larry Perkinson 

Student Assistance Representative 

Bartholomew * County 



For FY 1998, DMH has $10.8 million for prevention from the Substance Abuse PreventionTreatment 
Block Grant and Indiana’s Safe and Drug-Free Schools and Communities Block Grant (Governor’s 
Program). The Department of Education will distribute $6,668,572 in Safe and Drug-Free Schools 
and Communities funds to schools, with an average expenditure of $5.47 for each pupil aged 5-17. 



Prisons. Indiana spends 37 percent of its total criminal justice system 
expenditure on corrections. During 1998, incarceration in Indiana cost $18,045 per 
inmate, for an estimated total of $323.4 million. Incarcerated alcohol and other drug 
abusers comprise 61 percent of the inmate population, costing $197.3 million in 
1998. An estimated $69 million is spent to incarcerate alcohol and other drug 
abusers from rural counties. 



Costs for juveniles in state correctional 
facilities average $1 1 5.93 per day. 
Approximately 1 5 percent of juvenile 
detainees are dependent on alcohol or other 
drugs, including 177 juveniles in state 
facilities, for an annual cost of $7.5 million. 
This figure does not included costs for 
juveniles held in county detention centers, 
who make up the majority of Indiana’s 
juvenile detainees. 

Substance abuse treatment for offenders treatment in Indiana 
costs an estimated $3.3 million annually. Drug Strategies 
estimates that about $1 .2 million is used to treat offenders 
from rural communities. 



Substance Abusers Account 
for Bulk of Corrections Costs 




Indiana Inmates Needing Alcohol 
and Other Drug Treatment 
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vn. Looking to the Future 



Trends in substance use and related crime and health indicators in rural Indiana are diverse, complex and often distinct 
from patterns elsewhere in the state. Progress toward several statewide goals cannot be measured due to lack of 
information, particularly in rural counties. Rural residents have a tendency to deny the existence of alcohol, tobacco 
and other drug problems. This denial can be fueled by the absence of confirming data, while having the data can help 
communities target responses cost-effectively where they are most needed. 

f Strong public-private partnerships can reduce the stigma of substance abuse, place it in the 
context of broader public policy, and harness the resources of many interested agencies and 
groups in responding to shared concerns. Strategies that acknowledge the cultural and 
economic context of substance abuse in rural Indiana and promote interdisciplinary solutions have 
the best likelihood of succeeding. As these partnerships develop, state and local leaders will be 
better equipped to reduce alcohol, tobacco and other drug abuse significantly in rural Indiana. 

This chapter presents conclusions and recommendations for state and local agencies in key policy 
and program areas, including rural issues, local leadership, youth prevention, treatment, criminal 
justice and tobacco control. 



"Until it is more socially 
acceptable to be seen going to a 
counselor than it is going into a 
bar, vve arc never going to solve 
this problem." 

Pam Bennett Martin 
In sin 'a nee C on to a 1 / v 
Vice- Pi * esicle / 1 1 
II art isan C'otttitv 



Rural Issues. No public agencies which specialize in rural issues in 
Indiana are explicitly focused on rural substance abuse. Conversely, statewide 
efforts to address alcohol, tobacco and other drugs rarely target the unique needs 
of rural communities. 

Recommendations for the Division of Mental Health 

• Collaborate with the Indiana State Department of Health’s Rural Division 
to address specific health care needs in rural Indiana, including 
substance abuse treatment needs. 

* Evaluate how well statewide prevention and treatment strategies are 
being adapted to the needs of rural communities. 
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Local Leadership . Although the Governor’s Commission for a Drug-Free Indiana aims to increase 
parental involvement in prevention and treatment programs and build community collaboration, rural communities often 
experience difficulty sustaining citizen involvement. In small towns, program success may rest with a few dedicated 
citizens, rather than a team of partners for whom the programs offer mutual benefits. Initiatives spring up in response to 
an acute crisis, but lose momentum once the crisis fades. Local Coordinating Councils (LCCs) have the potential to 
foster leadership and partnership, help create a foundation for sustained community involvement, and implement the 
shared goals of state agencies. However, LCCs lack sufficient resources, visibility and standards, and have not 
produced systematic changes. 

Recommendations for Local Coordinating Councils 

• Contact national community coalition organizations for technical assistance and models for 
building sustained community involvement. 

• Develop expertise on local substance abuse indicators and create public education campaigns. 

• Expand the vision and reach of local initiatives to encompass broad systemic change, including 
workplace, treatment, prevention, criminal justice and media partnerships. 

• Combine resources with LCCs in neighboring counties. 
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Recommendations for the Governor's Commission fora Drug-Free Indiana 

• Provide technical assistance to LCCs as they develop expertise on local substance abuse 
indicators, apply them meaningfully in program development, and create public education 
campaigns. 

• Provide paid staff to coordinate LCC activities in each county. 

• Empower and support LCCs’ efforts to set quality and outcome standards for local programs. 
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Yoiat&l Rates of alcohol, tobacco and other drug use among Indiana youth are substantially 

higher than target goals set by the Governor’s Commission for a Drug-Free Indiana. Furthermore, rates of use are often 
higher among rural youth than among youth elsewhere in the state. Rural Indiana faces significant challenges in 
building community collaborations which include parents, schools, religious organizations, businesses and LCCs. Rural 
areas with the fewest resources for youth development and prevention have the highest rates of youth alcohol, tobacco 
and other drug use. The impediments to program success can be substantially different in rural and nonrural 
communities. For example, Indiana’s Prevention Needs Assessment indicates that risk and protective factors in rural 
Indiana do not follow statewide patterns. 

Recommendations for the Governor's Commission for a Drug-Free Indiana 

• Empower LCCs to take the lead in helping communities build comprehensive prevention and youth 
development resources in families, schools and after-school programs which involve all sectors of 
the community. Provide technical assistance for these efforts. 

Recommendations for Local Coordinating Councils 

• Become familiar with local risk and protective factors and establish goals for the future. 

• Educate parents, edu^aiuia, iitraim uiiiciais, criminal justice experts and the faith community about 
youth substance abuse in their communities, 

and engage them in sustained, collaborative 
prevention efforts. 

After-school programs are meant to compliment school-based 
substance use prevention efforts. Rural Indiana schools have 
prevention programs, but it is unclear whether they use curricula 
that are effective, or whether they form a comprehensive strategy in 
combination with after-school programs. 

Recommendations for the Department of 

Education 

• Require schools to use research-based 
prevention programs with proven track records. 

• Require schools to report the specific 
classroom substance use prevention 
curriculum used. 

• Collaborate with the Division of Mental Health 
to ensure that in-school and after-school 
program curricula are consistent and 
comprehensive. 



Youth Substance Use Exceeds State Goals 



Past Month Substance Use by 12-17 Year Olds 




Alcohol 



Tobacco 



Marijuana 
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Although some statewide initiatives are being carefully evaluated, local program evaluation is not a priority in rural 
Indiana. Many local and statewide programs show promise for reducing alcohol, tobacco and other drug problems. 
However, few have been rigorously evaluated, and their specific effectiveness in rural settings is not known. 

Recommendation for All State and Local Agencies 

• Evaluate program outcomes to determine their efficacy for specific communities. 

TreaittmierBt- The Hoosier Assurance Plan provides a full continuum of substance abuse treatment services. 
However, treatment access is an ongoing problem for rural residents, who often travel long distances to reach 
treatment providers. Residents without personal transportation may not be able to obtain treatment at all. Little 
information exists on the effectiveness of alcohol and other drug treatment programs in rural communities nationwide, 
including those in Indiana. 

Recommendations for the Division of Mental Health 

• Monitor treatment waiting lists and clients’ access to services in local communities. 

• Form an Advisory Council Subcommittee to collaborate with LCCs on rural treatment priorities. 

• Conduct evaluation studies to determine the effectiveness of treatment programs. 

• Create incentives for treatment providers to build community outreach and transportation to 
treatment into their programs. 

f (C IT D ITBI i [TO 3) 0 JJustQCe. Few criminal justice figures are available in rural Indiana. Sheriffs’ departments 
and other local criminal justice agencies are not required to report data to the state. Without a statewide 
reporting system, it is impossible to identify “hot spots” requiring intensified efforts, build meaningful partnerships 
between jurisdictions, or obtain tunuiiiy iur initiatives tnat can end the cycle of substance abuse and crime. 
Recommendations for the Indiana Criminal Justice Institute 
• Create a uniform reporting system to help local law enforcement, courts and probation 
departments plan strategies and allocate funds more effectively. Collect data on drug and DU I 
arrests, case dispositions, recidivism and the percent of parolees and probationers needing and 
receiving substance abuse treatment. 

• Provide jurisdictions with technical assistance and computer resources to develop such a system. 
Research demonstrates that well-designed prison addiction treatment programs reduce recidivism, saving taxpayers 
money and making communities safer. Indiana has increased the number of prison inmates receiving treatment. 
However, the programs lack outcome data, and few inmates receive intensive residential treatment, which is known to 
be effective with criminal populations. 

Recommendations for the Department of Correction 

• Evaluate the effectiveness of prison-based treatment programs and spend funds on 
programs that work. 

• Provide technical and financial support for such studies. 
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Indiana has inadequate continuing care for parolees and little leverage to keep parolees and probationers in treatment 
in the community. Because jails are crowded, judges rarely send non-violent offenders to jail. But there are few 
monitoring resources, and drug and alcohol abusers on probation frequently commit new crimes. 

Recommendations for the Division of Mentai Heafth 

• Use the client-based funding system to increase treatment allocations for 
criminal offenders participating in treatment. 

• Form a collaborative plan to fund the increased treatment allocation, 
including multiple state and local agencies. 

Recommendations for State and Locai Criminal Justice Agencies 

• Develop multijurisdictional drug courts and other treatment programs for 
probationers in rural parts of the state. 

• Increase monitoring of probationers. 



“Whether the problem is getting worse 
or is the same is not thg issue: the 
problem isn't getting any better." 

Unde rc o ver Ncu c otics Office / * 

Suite of Indiana 



Tobacco Control - Indiana’s excise taxes on tobacco products are the fifth lowest in the nation and the 
state has minimal restrictions on smoking in public places. Rates of compliance with youth tobacco access laws fall 
short of Federal requirements in most rural counties. There is little popular support for: creating financial incentives for 
farmers to diversify their crops; raising tobacco excise taxes; creating smoke-free work environments; or recognizing 
tobacco as a drug in rural Indiana. 

Recommendation for the Indiana State Department of Health and the Division of 

Mental Health 

• Expand public education campaigns on tobacco use prevention. 

Recommendation for Smokefree Indiana 

• Seek private industry support for reducing smoking rates by employees and creating 
smoke-free work environments. 

Recommendations for the Indiana State Excise Police 

• Expand Synar compliance checks to include all rural counties. 

• Increase penalties on illegal sales of tobacco to minors. 
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Indiana Resources 



This appendix is a practical guide to public and private agencies which support alcohol, tobacco and other drug 

initiatives in the Hoosier state. Most of the resources described here are not specifically designated for rural Indiana; 

rather, they are available statewide, with the goal that local programs will use them to address local needs. 

AIDServe Indiana, (317) 920-7755 or 1 -800-848-AIDS, started in 1998 to provide education, prevention, advocacy and 
selective financial assistance to Hoosiers with HIV. AIDServe Indiana houses the AIDS Substance Abuse 
Program which helps drug addicted individuals access medications and medical services through collaborations 
with local health departments, correctional facilities, HIV prevention programs and community groups. 

The Division of Mental Health (DMH), (317) 233-4320, in the Indiana Family and Social Services Administration, 

(31 7) 233-4454, was selected to administer funding for alcohol, tobacco and other drug treatment and 
prevention services in the early 1970’s. DMH funds prevention and treatment training, evaluation, research 
and resource development, and contributes to interagency initiatives for youth. DMH’s Substance Abuse 
Prevention Division, (317) 232-7880, coordinates the programs and training for after-school prevention 
programs according to guidelines adopted in 1997, applying the principles of managed care to primary 
prevention. DMH’s Substance Abuse Services Division, (31 7) 232-791 3, coordinates a network of 
managed care providers for publicly funded alcohol and other drug abuse treatment. A list of treatment 
providers serving rural counties appears on page 35. A 1998 actuarial review of the Hoosier Assurance Plan 
produced a risk-adjusted formula for allocating public funds for substance abuse treatment. In collaboration 
with several other agencies, DMH funds education and case management programs for postpartum, and first- 
time parents, as well as a prenatal prevention program. Evaluations of these programs are underway, 
including Healthy Families, (317) 232-4770, and the Prenatal Substance Abuse Program, (317) 233-1233. 
DMH also provides a 25 percent increase in per client treatment funds for providers serving pregnant addicts. 

Governor’s Commission for a Drug-Free Indiana, (317) 232-4219 or (317) 920-2573, advises elected officials on 

policy; coordinates state government efforts related to alcohol, tobacco and other drugs; and mobilizes citizen 
involvement at the community level. Its periodic report, Indiana Together, tracks progress toward benchmark 
goals on a variety of indicators. The Commission has also published countv-level data on 12 kev indicators 
related to substance abuse. It supports the activities of Local Coordinating Councils in each of Indiana’s 92 
counties. The Commission has actively supported more than 20 legislative initiatives passed by Indiana 
lawmakers to combat substance abuse problems. In 1994, the Commission was named “Outstanding State 
Association” by the Community Anti-Drug Coalitions of America, (703) 706-0560. 

Governor’s Council on Impaired and Dangerous Driving, (317) 232-1295, works to reduce deaths and injuries on 
Indiana’s roads. It produces the Annual Crash Facts Book, which includes county-by-county statistics on 
alcohol-related crashes, injuries and fatalities. 

Indiana Association of Prevention Professionals, (812) 855-1237, is a newly formed, independent, non-profit 

agency devoted to training and certifying prevention professionals. By FY 2000, prevention professionals who 
provide direct supervision of publicly-funded after-school prevention programs must achieve competency as 
"Qualified Prevention Professionals” or “Certified Prevention Professionals.” The DMH is financially supporting 
technical assistance to develop the required competency levels. 

Indiana Communities for Drug-Free Youth (ICDFY), (317) 873-3900, is an umbrella organization which assists 

parent groups in networking and information exchange related to youth drug prevention. The group began in 
1982, under the name Indiana Federation of Communities for Drug-Free Youth. ICDFY publishes a quarterly 
newsletter with a circulation of over 12,000, and has several programs available to coalitions across the state, 
including “Parents Educating Parents” and the “Underage Drinking Initiative.” 

Indiana Criminal Justice Institute (CJI), (317) 232-1233, was created by the Governor in 1983 to promote public 
safety through research and evaluation, community initiatives, prevention programs and applied social 
science. CJI houses and supports the Governor’s Commission for a Drug-Free Indiana and the Governor’s 
Council on Impaired and Dangerous Driving. CJI is planning to create an Automated Information Management 
System to compile comprehensive law enforcement data. The system would track charges filed in each 
jurisdiction, improve case disposition records, and help the state evaluate local needs. 



The Indiana State Department of Health’s Rural Division, (317) 223-7108, focuses on accessibility to primary health 
care, including providing transportation, extending clinic hours, and increasing the number of health care 
providers in rural areas. It also coordinates other groups working on rural health issues, including the Midwest 
Center for Rural Health, the Indiana School of Medicine, and the Indiana Hospital and Health Association. 

Indiana State Excise Police, (317) 232-2452, is the enforcement arm of the Indiana Alcohol Beverage Commission, 
(317) 232-2430. The State Excise Police enforce regulations for businesses selling alcohol; review alcoholic 
beverage permits as part of each county board; educate the public about the dangers of alcohol; and train 
restaurant and bar employees to intervene when a customer has had too much to drink. The State Excise 
Police also conduct random compliance inspections to monitor illegal sales of tobacco to minors. 

Indiana State Police, (317) 232-8200, have many programs to combat substance use. In a collaborative effort with 
substance abuse experts, the State Police are developing a marijuana education and prevention kit for 
students and communities throughout the Hoosier state. Indiana State Police Enforcement Division and the 
Indiana National Guard have joined forces to eradicate illicit marijuana cultivation. Since 1997, officers have 
used helicopters to identify and destroy marijuana crops. 

Indiana University supports a wide range of research and evaluation activities in Indiana. Since 1991, the Indiana 
Prevention Resource Center (IPRC), (812) 855-1237 has conducted annual youth surveys on alcohol, 
tobacco and other drug use in public schools. The Division of Mental Health funds IPRC to train prevention 
professionals, develop after-school programs and evaluate program outcomes throughout the state. At least 
one-third of the technical assistance activities conducted by IPRC are directed at rural counties. In 1998, 

DMH completed a Prevention Needs Assessment and a series of Demand and Needs Assessment Studies 
through contracts with Bowen Research Center, (317) 278-0320. The series included a household telephone 
survey, a public school adolescent survey, a study of arrestees, and a study of pregnant women. 

Local Coordinating Councils (LCCs) help mobilize citizens to reduce substance abuse in local communities by 
coordinated and identifvina local anti-drun efforts in eaoh nf inHiana’c qo rni intioc i_CC$ are community 
coalitions which make recommendations on how Drug-Free Communities funds are spent in each county, and 
most also receive some of those funds for their own activities. LCCs are volunteer organizations, although 
some have elected boards and subcommittees. Some LCCs collaborate across county lines. For example, in 
Northeast Indiana, LCCs from four small counties are combing their resources to establish a joint treatment 
and training site. Although LCCs are independent, locally run coalitions, they receive technical assistance 
from the Governor’s Commission for a Drug-Free Indiana. Contact numbers for LCCs in each county appear 
on page 40. 

Rural Center for AIDS/STD Prevention, (812) 855-7974 or 1-800-566-8644, works to reduce HIV/STDs in rural 
America through research and evaluation of educational materials. 

Smokefree Indiana, (317) 241-6398, was created in 1991 with funding from the National Cancer Institute, the Indiana 
Department of Health and the Indiana Division of the American Cancer Society. Smokefree Indiana promotes 
tobacco-free lifestyles throughout the state. The program’s goals are to reduce tobacco use among adults and 
youth, prevent tobacco use among youth and protect nonsmokers from environmental tobacco smoke. 
Smokefree Indiana is a collaborative project which involves more than 600 volunteer individuals and 
organizations. Efforts are tailored to meet local coalition needs in policy and media advocacy, prevention, 
education and smoking cessation efforts. 

Several other agencies and programs have comprehensive health goals, which include reducing substance abuse. 

These include: Indiana Association of United Ways, (317) 923-2377; Indiana Youth Services, (317) 238- 
6955; Indiana Youth Institute, (317) 924-3657; the Indiana Teen and Middle Level Institutes, 1-800-926- 
4661 ; Purdue University’s Cooperative Extension Service, (765) 494-8489 and Community Systemwide 
Response, (812) 967-3738; Step Ahead and Together, We Can, (317) 232-4248. Step Ahead collaborative 
efforts have been catalogued on a government Internet site (http://www.ai.org/fssa/StepAhead/index.html). 
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Publicly Funded Managed Care 
Providers for Addiction Treatment 

South Central Community Mental Health Center 
(812) 339-1691 

BehaviorCorp 
(317)587-0500 
Geminus Corporation 
(219) 791-2300 

Southwestern Indiana Mental Health Center 
(812) 423-7791 

Park View Behavioral Health 
(219) 470-8787 

Park Center 
(219) 481-2700 

Tara Treatment Center 
(812) 526-2611 

St. Joseph’s Hospital of Hunting burg 
(812)683-6183 

Gallahue Mental Health Center 
(317) 588-7600 

Harbor Lights Center 
(317) 639-4118 

Midtown Community Mental Health Center 
(317) 630-8800 

Southern Hills Counseling Center 
(812) 482-3020 

Lifespring Mental Health Services 
(812) 283-4491 

Northeastern Center 
(219) 347-4400 

St. Joseph Hospital & Health Center 
(765) 456-5910 

Community Mental Health Center 
(812) 537-1302 

Addiction Service Providers of Indiana 
(219) 722-515 



Grant Blackford Mental Health 
(765) 662-3971 

Comprehensive Mental Health Services 
(765) 288-1928 

Hamilton Center 
(812) 231-8200 

Samaritan Center 
(812) 886-6800 



Rural Counties Served 

Lawrence, Owen, Morgan 

Bartholomew 

Starke 

Gibson, Posey, Warrick 
Huntington, Wabash, Whitley 
Adams, Wells 

Bartholomew, Brown, Decatur, Fayette, Franklin, Jackson, 
Jennings, Morgan, Ripley, Rush, Shelby 

Crawford, Daviess, Dubois, Gibson, Lawrence, 

Martin, Orange, Perry, Pike, Spencer 

Hancock, Shelby 
Boone, Hancock 

Boone, Hancock, Putnam, Shelby 
Crawford, Dubois, Orange, Perry, Spencer 
Harrison, Jefferson, Scott, Washington 
DeKalb, LaGrange, Noble, Steuben 
Cass, Miami, Tipton 

Dearborn, Franklin, Ohio, Ripley, Switzerland 

Benton, Boone, Carroll, Cass, Clinton, Fayette, Fountain, 
Fulton, Henry, Huntington, Jasper, Kosciusko, Marshall, Miami, 
Montgomery, Morgan, Newton, Pulaski, Randolph, Rush, 
Shelby, Starke, Tipton, Union, Wabash, Warren, White, Whitley 

Blackford, Miami, Wabash 
Henry, Jay 

Clay, Greene, Parke, Sullivan, Vermillion 
Daviess, Knox, Martin, Pike 
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Adams 


32,686 ’ 


1 


' 29 


88.07 


82.76.;; 


192.20 


v 174:25 • 


m&minjo 


75.60 ” 


94.35 j 


Allen* 


310,803 


98 


31 


94.47 


94.30 


119.75 


113.75 


100.50 


106.95 


108.55 


91.90 


Bartholomew 


68,441 


10 


15 


100.93 


”87.50" 


ji89.5C 


: 50751,9275, 


164.80 


136.20 


90.20 , 


Benton 


9,669 


2 


4 


76.30 


75.85 


56.65 


88.75 


108.30 


97.35 


66.80 


107.45 


Blackford 


. 14,134 


2 


7 


92.86 


95.30” 


.101.70 


130.75” 


298.75““ 


V 94.70 ‘ 


'.'67.45 


114.55 


Boone 


42,453 


8 


9 


96.68 


84.10 


* 56.60 


49.50 


102.98 


114.70 


100.30 


75.50 


Brown 


15,485 


. 2 


7 


84.91 


95.25 ; 


•59.85 


134.50” 


•,.96.80“ 


“102.55 ” 


81.90 


83.35 


Carroll 


19,643 


5 


4 


79.84 


87.40 


78.50' 


86.75 


102.20 


98.30 


51.95 


95.90 


Cass 


38,829 


10 


16 


84.67 


93.10., 


’ .*'■ 88.20 


47.75 . 


197.20” 


” 94.65 


“121.15 ‘ 


110.10 


Clark* 


92,530 


37 


10 


107.30 


101.85 


126.65 


42.00 


92.45 


95.15 


127.45 


103.45 


Clay 


26,491 . 


3 


6 


92.72 


' 80.45 " 


83.75 


1" 62.75 


“'103.15 ; 


.95.82 


103.50 


117.95 


Clinton 


32,876. 


10 


1 


88.23 


91.90 


93.10 


45.25 


100.35 


96.85 


80.05 


100.65 


Crawford 


10,559 


6 


15 


91.45 


100.45 


“1160.20 


"112.50 


• .87.20 *' 


,88.10 


112.80 


15175 


Daviess 


28,760 


7 


5 


85.41 


77.50 


97.30 


82.25 


94.55 


93.00 


62.40 


109.10 


Dearborn 


45,236 


27 


11 


100.87 


. 83.10 


''•'104.90 


1*18.25 


V 10025 


1 02.60 


' 79.55 


“93.90 


Decatur 


25,105 


4 


11 


92.28 


83.00 


81.20 


81.25 


"99.10 


98.55 


86.20 


90.05 


Dekalb 


38,272 


13 


12 


92.18 


97.85 


107.30 


■ 97.50 


; 97.50 * 


.J05.85 


. 68.85 


’ 87.70 


Delaware* 


118,600 


58 


15 


100.22 


109.50 


124.15 


79.50 


93.80 


97.15 


125.25 


106.00 


Dubois 


39,088 


7 


15 


92.19 


62.95 


55.35 


107.25 


“100.85 


”107.10 


80.20 


85.80 


Elkhart* 


168,941 


50 


59 


101.41 


115.80 


110.85 


55.75 


92.10 


100.60 


134.05 


101.30 


Fayette 


26,237 


11 


18 


113.25 


104.35 


134.60 


1 58.00* 


196.50" 


91.05 


126.60 


122.35 


Floyd* 


70,746 


22 


23 


92.88 


114.20 


137.30 


73.00 


97.05 


100.00 


129.95 


96.30 


Fountain 


18,207 


5 


19 


88.30 


101.15 


66.90 


101.25 


1107.30 


” 92.95 


81.45 


107.50 


Franklin 


21,530 


6 


6 


92.13 


89.15 


94.80 


116.00 


102.50 


100.35 


103.65 


99.38 


Fulton 


20,223 


2 


7 


114.00 


84.75 


"77.35 


136.25 


100.00 


“ 92.80 


67.00 


103.05 


Gibson 


32,058 


9 


12 


83.47 


86.90 


77.20 


75.75 


93.35 


105.50 


82.70 


106.70 


Grant* 


73,469 


27 


13 


99.57 


98.05 


139.35 


, 92.00 


195.55 


'•'94.60 


86.75 


113.60 


Greene 


32,942 


4 


20 


80.10 


93.80 


110.95 


36.75 


99.25 


94.70 


108.45 


122.80 


Hamilton* 


147,719 


26 


20 


83.73 


65.65 


37.90 


1 49.00 


j 08.60 


“ 129.10 


130.25 


65.90 


Hancock 


52,000 


11 


30 


87.61 


81.90 


53.60 


52.00 


103.60 


111.85 


148.55 


70.95 


Harrison 


33,349 


7 


12 


89.20 


92.15 


, 101.85 


90.50 


98.95 


. 99.90 


108.15 


98.55 


Hendricks* 


89,343 


21 


32 


91.67 


74.90 


49.70 


35.50 


106.55 


116.10 


93.85 


64.95 


Henry 


49,135 


19 


14 


97.05 


93.65 


113.00 


' 70.50” 


. 96.35 


'""'9575 


94.45 


* 104.45 


Howard* 


84,126 


37 


20 


112.43 


89.95 


111.10 


90.25 


99.35 


101.10 


97.90 


91.15 


Huntington 


37,024 


5 


10 


83.07 


85.45 


75.50 


99.50 


”101.35 


100.60 


91.15 


91.90 


Jackson 


40,467 


10 


31 


90.53 


87.00 


86.40 


62.25 


96.35 


95.45 


155.10 


10275 


Jasper 


28,368 


7 


20 


91.60 


86.30 


‘ "73.90 


51.75 


■98.90 


”99.30 


141.30 


117.30 


Jay 


21,733 


3 


5 


85.10 


84.15 


68.80 


83.50 


96.35 


93.80 


92.05 


114.85 


Jefferson 


31,039 


14 


11 


90.64 


104.15 


101.60 


60.75 


“ 95.25 


95.80 


131.75 


148.50 


Jennings 


26,747 


5 


6 


92.98 


98.55 


128.85 


79.50 


96.20 


93.15 


65.00 


97.10 


Johnson* 


104,280 


20 


12 


82.51 


71.90 


60.65 


40.75 


106.50 


96.60 


108.30 


73.70 


Knox 


39,667 


10 


20 


108.81 


79.85 


103.95 


106.00 


98.85 


93.05 


114.65 


114.30 


Kosciusko 


69,932 


16 


4 


88.70 


89.05 


70.85 


101.00 


89.80 


102.30 


75.30 


90.85 




* Urban counties not included in the Protile 

For all columns, empty cells indicate that data were not available. 

1 “Indiana County Population Estimates, 1990-1996." Indiana State Library, 1997. 

2 Mortality figures obtained from the U.S. Centers for Disease Control and Prevention (http://wonder.cdc.org), based upon the ICD-9 codes used by the 
National Center for Health Statistics for calculating deaths due to alcohol and other drugs. 

3 Prevention Profiles Database. Indiana Prevention Resource Center. 

4 Indiana Prevention Needs Assessment Studies: Alcohol and Other Drugs. Institute for Drug Abuse Prevention, December 1997. 

For all eight indices, the table shows standardized scores for which the statewide score equals 100.00. 
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Lagrange 


32,103' 


>r - 8 


: ‘7 20" 


98.20 1 


84.55" 


^59:85^104.2577^8.55^ 


: tj93.15 


...83.10" 


rr 99.05 1 


Lake* 


479,940 


• 216 


17 


118.09 


101.20 


199.15 107.25 94.70“ 


97.55 


125:46 


108.35 


La Porte* 


109,604 


34 


• 19 


" ~ 99.59 


.96/10 


' ;i1375' 7^13:00^01 .80 " 


•S98.50 


j 102.05 ' 


101765 ; 


Lawrence 


45,361 


20 


12 


91.16 


91 .45 


69.90 144.25 . 99.45* 


96.15 


76.90 


115.50 


Madison* 


132,782 


64 


37 


117.98 


i 07.60 


144.65 7' 56.00 7794.00 ; *7:92.45 1 10.20 


'101.60 | 


Marion* 


817,525 


613 


72 


119.88 


122.05 


133.00 131.75 91.10 


97.05 


137.85 


109.90 


Marshall 


45,173 


.14 


25 


91.08 


86.40 


88.05 , / 80.00 TTO'2.80 


499.957 


89.05 


'"98.05 ' 


Martin 


10,581 


4 


7 


83.58 


82.75 


102.70 70.25 87.60 


93.95" 


89.70 


113.25 


Miami 


, 32,686 


: 10 


.4 


90.45 


, 87.15' 


7.102.90 704.50 7103.45 793.05 


79.60 


111.55 ; 


Monroe* 


116,176 


23 


43 


102.50 


101.30 


99.50 93.75 97.85 


102.50 


127.85 


90.25 


Montgomery 


36,349 


10 


12 


.78.77 


84.45 


. ,799.65 .472.66 llmi 5 . 


2798.45 ' 


*86.75 


95.65 " 


Morgan 


63,244 


15 


29 


' 95.15 


115.05 


78.75 57.75 85.25 


101.25 


95.15 


' 83.00 


Newton 


14,611 


’ 2 


.6 


101.39 


10i:25; 


782.2077 81 .00. ? 97.75 'vf; 95.50 


7*93.85 ‘ 


j 14.80 1 


Noble 


41,449 


5 


16 


96.57 


85.05 


99.35 95.50 100.35 


97.75 


83.30 


“93.75 


Ohio 


5,490 


3 


: 5 


107.65 


" 89.05 


V 89.75’7il5.75':7/97,5Q 


3!394.45~" 


j- 82.50* 


"‘95.80 


Orange 


19,221 


4 


7 


86.75 


82.30 


140.50 moo moo 


88.35" 


89.05 


141.20 


Owen 


20,158 


7 


13 


84.03 


95795 


; 7392765' V .106:50/!^794.75" 


4 90.00 


.69.75 


105.90 , 


Parke 


16,339 


5 


15 


84.61 


90.25 


89.45 47.75 95795 ' 


91.95 


83.65 


114.35 


Perry 


19,210 


16 


..... ... - 


88.66 


74.30 


T06.85 _: : 817757TT 1 04760 


742:i0" 


136.65 


124.00 ; 


Pike 


12,569 


2 


7 


100.00 


89.40 


85.25 49.00 106J50~ 


96.75 


88.20 


128.55 


Porter* 


142,363 


' 42 


38 


91.27 


7£L35 


7 ^6.^77 7 90.25 77?98:45 


411270 


*133.70 


80.60 


Posey 


26,505 


8 


12 


99.43 


82.50 


64.30 101.75 101.30 


105.10 


" 79.25 


105.80 


Pulaski 


13,103 


8 


■ 15 


98.26 


"84757 


797.107 7 97:00 7 : 799.15 .'7-94.35 


110.25 


116.95 


Putnam 


33,451 


7 


36 


88.60 


85.30 


82.15 41.25 99.65 


95.65 


96.40 


95.95 


Randolph 


27,530 


5 


4 


107.82 


87.45 




7J" 92.80 


92.15 


126.05 


Ripley 


26,932 


3 


20 


91.44 


83.45 


81.70 138.25 97.70' 


97.70 


75.00 


99.25 


Rush 


18,285 


2 


14 


7 88.15 


99.70 


7, . 95 , 50 : 7^:00 Ti oo.is 7 


4 : 95.35 


' , *78.85 


99.90 


St. Joseph* 


257,740 


102 


35 


92.72 


105.40 


112.60 62.25 98.55 


87.60 


116.60 


119.05 


Scott 


22,652 


4 


16 


115.10 


82.45 


' r 7l 89.1 0 7u83.50“^>: 89.70 7"-'X:"99.80 


*113.25 


89.60 


Shelby 


42,951 


12 


16 


120.19 


73.45 


72.80 81.75 1 08.40 


97.25 


82.50 


119.50 


Spencer 


20,540 


2 


13 


' 89.11 


97.75 


4 73.40,-.: 66. 00 ^.1 04.15 


77 IO 2.55 


"720.95 


103.25 


Starke 


23,399 


13 


22 


85.80 


97.20 


"138.10 70.00 92.20 


86.80 


107.75 


120.45 


Steuben 


30,831 


9 


22 


102.05 


94.65 


"69:05 7/88.50 494.90 


92.1*5 


" 84.35* 


"99.15 


Sullivan 


20,115 


4 


9 


87.54 


80.25 


86.70 102.75 110.05" 


94.05 


102.85 


135.90 


Switzerland 


8,380 


3 


12 


109.83 


96.90 


' 155.95 'Jl'43.25'73"f 35 


388356 


"78.60 


127.10 


Tippecanoe* 


138,324 


45 


28 


89.92 


81.80 


91.05 80.75 100.80 


106.50 


108.30 


88.70 


Tipton 


16,453 


3 


4 


79.32 


77.95 


61.65 Jj759.00Tl06.35" 


,.'104.35 


"119.40 


84.10 ' 


Union 


7,345 


3 


14 


100.45 


83.40 


105.70 104.25 99.30 


91.30 


109.70 


118.45 


Vanderburgh* 


167,716 


94 


24 


103.16 


103.55 


14670" 132.00 96.55 


"496735 


122.00 


107.45 


Vermillion 


16,791 


6 


17 


88.91 


90.30 


89.65 119.00 101.35 


94.15 


116.25 


132.50 


Vigo* 


. 106,389 


29 


. 11 


108.77 


106.60 


.116.00 7,58.75 .7,98.95 


7195.90 


jl31 .38 


121.35 


Wabash 


34,661 


8 


25 


74.06 


87.55 


93.80 76.00 101.55 


97.25 


91.30 


98.25 


Warren 


8,188 


0 


9 


82.70 


84.05 


" 63.95 ’ ”119.00 7l02:i5 


" 496.80 


.'61.00 


103.75 


Warrick 


50,070 


12 


9 


78.02 


86.95 


77.90 62.00 100.80 


111.55 


85.25 


90.75 


Washington 


26,689 


3 


8 


93.13 


100.45 


77103.60425 7J4.85 


77” 90.85 


103.25 


125.25 


Wayne* 


72,017 


31 


40 


1 00.57 


95.35 


151.85 66.25 102.00 


90.70 


1*36.35 


112.60 


Wells 


26,651 


8 


24 


. 76.15 


78.35 


33^5 ”110.75 " ,102.25 


77100.85 


87.65 


86.45 


White 


25,081 


7 


9 


101.84 


119.35 


59.95 83.50 103.70 


94.90 


78.80 


111.75 


Whitley 


29,863 


3 


19 


92.70 


79.05 


54.95 " 110.50 7104.55 


*101.35 


71.50 


82.60 
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Adams 


3 ' 


■ 0.0% 


488 


J2 


Allen* 


170 


14.7% 


5,559 


418 


Bartholomew 


32 


3.1% 


907 


7_70 ~" 


Benton 


1 


0.0% 


146 


16 


Blackford 


2 


0.0% 


281 


7.7' 


Boone 


17 


29.4% 


405 


32 


Brown 


4 


0.0% 


324 


io 


Carroll 


2 


0.0% 


241 


21 


Cass 


12 ' 


' 8.3% 


719 


>. 45 -- 


Clark* 


67 


17.9% 


1,549 


132 


Clay 


6 . 


33.3% 


356 ' 


" 77*23 77 


Clinton 


10 


20.0% 


509 


31 


Crawford 


1 


0.0% 


184 


;V 4 5 : 


Daviess 


9 


44.4% 


450 


43 


Dearborn 


• 5 


20.0% 


546 


48 


Decatur 


4 


0.0% 


356 


29 


Dekalb 


7 


0.0% 


451 


''•'7 33 7 


Delaware* 


60 


18.3% 


2,921 


157 


Dubois 


6 


16.7% 


320 


.61 7 


Elkhart* 


60 


20.0% 


2,655 


301 


Fayette 


5 


20.0% 


502 


" 43 


Floyd* 


35 


28.6% 


920 


107 


Fountain 


2 


0 0% 
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Franklin 


1 


0.0% 


306 


29 " 


Fulton 


3 


66.7% 


276 


. 22 


Gibson 


9 


22.2% 


426 


40 


Grant* 


32 


21.9% 


1,424 


. , . 76 


Greene 


3 


33.3% 


543 


32 


Hamilton* 


46 


10.9% 


1,006 


.93 


Hancock 


8 


12.5% 


554 


45 


Harrison 


6 


16.7% 


520 


63 


Hendricks* 


28 


28.6% 


733 


46 


Henry 


16 


12.5% 


885 


76 


Howard* 


37 


18.9% 


1,119 


76 


Huntington 


7 


0.0% 


534 


35 


Jackson 


16 


12.5% 


621 


47 


Jasper 


6 


50.0% 


419 


28 


Jay 


5 


0.0% 


541 


15 


Jefferson 


8 


12.5% 


538 


40 


Jennings 


3 


0.0% 


472 


32 


Johnson* 


33 


15.2% 


1,376 


86 


Knox 


28 


53.6% 


777 


56 
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10 631 1 ,644 ^ 20.0 % 97.40 306.76 $85,000 
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218 5.3% 



3 . • 8 ' ; . 30 .313 .6% 

5.6% 



,:.:r 69 14 2 

33 100 



; 3 . -•.2.38 200.13 250.13 $10,000 

_137_ 639 __ 3.45 3107.96 $11,666 

Y-;?r & ; ‘ v 79 7>f3 0.0% ' ' 77 , ' ' 

234 634 9.1% 



: ,764 /: a - 65 5 .0% 0.45 .2.45 $0 

66 187 238.00 2,023.50 $53,025 



1 27. 8% 

. — - •- 2 —- " ^ ^ - 

v Ji '7 208 7 ’I ;^5 66 j l: : 15.9 % .' 38.70 73.10 $19,800 

_i _ _ 5 5 ___ 

’ . : T. ^: 346 ^. ,:586' 7v15 .0% ' 102.43 159.91 $959 . 

1 36 158 26. 3% 

9 • ~ .3 " >. 607 \? >; -t ^ 77 ; ; ' "7 

2 29 " 1 10 “l3.6% 30.52 1,103.02 $1,033,920 

; ,.3 ’77104 6 71 m 7 i .50 210.50 $400 

2 287 301 _10.5% 41.15 286.85 $69,240 

. 6 ^1 3277-20.0% 

5 93 _ 68 

.-.. .3 7 :-7 97;^' : 33 7 7 : / : /"" . 

2 17 52 31.8% 

4 41 . 161 25.0% 

1~ • -79 7-; ! 134 tf- ? ' ■ 0.00 26.00 $29,950 

i 54 5 50.0% 



* Urban counties not included in the Profile 

For all columns, empty cells indicate that data were not available. 

' Actuarial Needs Assessment of FY 99 Provider Contracts (Draft Report). Prepared for Indiana Family and Social Services Administration, Division of Mental Health 
by William M. Mercer, Inc., March, 1998. Figures represent the estimated number of people who are eligible for publicly funded treatment based on their income level. 
3 Actuarial Needs Assessment ot FY99 Provider Contrxts. Prepared by William M. Mercer, Inc. for the Division of Mental Health, March 1998. (Draft Report). 

3 Indiana Crash Facts and Alcohol Crash Facts 1995. Governor’s Council on Impaired and Dangerous Driving, 1 997. 

4 Uniform Crime Report Data (1 991 -1 995) provided by the Indiana Criminal Justice Institute. Reporting is voluntary in Indiana. County figures may not represent all 
jurisdictions in a county, or all 12 months of the year. 

5 Random Compliance Inspections ot Tobacco Sales to Minors: A Report on Indiana's Implementation ot Synar-Amendment Requirements. Institute for Drug Abuse 
Prevention. October 1997. 

6 FY1997 Indiana Slate Annual Report. Indiana Criminal Justice Institute. September 1997. Seizures by state police are not available for individual counties. 
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West Central Regional Office 1-800-879-7296 


Northwest Regional Office 


(219) 234-6024 


Boone 


(765)482-1412 


Benton 


(765) 583-4315 


Clay 


(81 2) 448-9028 


Carroll 


(765) 564-2409 


Clinton 


(765) 654-5573 


Cass 


(219) 722-2918 


Fountain 


(765) 793-4881 


Elkhart 


(219) 294-3549 


Hendricks 


(31 7) 745-9373 


Fulton 


(219) 936-3784 


Montgomery 


(765) 364-3030 


Jasper 


(219) 866-4977 


Morgan 


(765) 342-3933 


Lake 


(219) 933-3200 


Owen 


(812) 829-2253 


LaPort 


(219) 362-5488 


Parke 


(765) 569-5671 


Marshall 


(219) 936-3784 


Putnam 


(765) 653-0777 


Newton 


(219) 474-5330 


Tippecanoe 


(765) 538-3610 


Porter 


(219) 462-4185 


Vermillion 


(765) 492-3394 


Pulaski 


(219) 567-2245 


Vigo 


(812) 462-4463 


St. Joseph 


(219) 235-9241 


Warren 


(765) 893-8350 


Starke 


(219) 772-9146 






White 


(219) 583-8864 


East Central Regional Office (317) 920-2575 










Southeast Regional Office 


1 -800-456-7276 


Delaware 


(765) 284-7789 






Fayette 


(765) 825-5636 


Bartholomew 


(812) 376-4449 


Franklin 


(765) 458-5500 


Brown 


(812) 988-5505 


Hamilton 


(317) 776-9662 


Clark 


(812) 280-7808 


Hancock 


(317) 462-1147 


Dearborn 


(812) 926-6045 


Henry 


(765) 345-5101 


Decatur 


(812) 663-5354 


Howard 


(765) 454-7000, ext. 76 


Floyd 


(812) 949-0071 


Johnson 


(317) 920-2576 


Harrison 


(812) 738-3198 


iviai iOi i 


(317) 232-1545 


Jackson 


(812) 522-9699 


Madison 


(765) 643-0218 


Jefferson 


(812) 265-2720 


Rush 


(765) 932-2960 


Jennings 


(812) 346-6666 


Shelby 


(317) 398-0955 


Monroe 


(812) 334-2527 


Tipton 


(317) 920-2576 


Ohio 


(812) 438-3805 


Union 


(765) 458-5553 


Ripley 


(812) 934-5701 


Wayne 


(765) 886-6019 


Scott 


(812) 752-5918 






Switzerland 


(812) 427-3152 


Northeast Regional Office 


(219) 427-1117 


Washington 


(812) 883-3575 


Adams 


(219) 724-7141 


Southwest Regional Office 


(812) 941-2463 


Allen 


(219) 428-7216 






Blackford 


(765) 348-2523 


Crawford 


(812) 365-3165 


Dekalb 


(219) 925-1500 


Daviess 


(812) 254-4390 


Grant 


(765) 662-9971 


Dubois 


(812) 481-0442 


Huntington 


(219) 358-4841 


Gibson 


(812) 385-3496 


Jay 


(219) 726-9186 


Greene 


(812) 384-2047 


Kosciusko 


(219) 267-6795 


Knox 


(812) 882-6045 


Lagrange 


(219) 463-7491 


Lawrence 


(812) 279-4099 


Miami 


(765) 473-9861 


Martin 


(812) 295-4853 


Noble 


(219) 636-2129 


Orange 


(812) 723-2417 


Steuben 


(219) 668-1000 ext. 3000 


Perry 


(812)547-7967 


Wabash 


(219) 563-0144 


Pike 


(812) 354-8035 


Wells 


(219) 824-1071 


Posey 


(812) 838-2591 


Whitley 


(219) 691-2886 


Spencer 


(812) 649-2286 






Sullivan 


(812)268-6376 






Vanderburgh 


(812) 435-5118 






Warrick ^ 


(812) 897-4531 
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Drug Strategies promotes more effective approaches to the nation's drug problems and supports 
pnvate and public initiatives that reduce the demand for drugs through prevention, education, 
treatment and law enforcement. 
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